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Abstract
Currently, more than 1 in 10 adults living in the Organization for Economic Co‐operation 
and Development is involved in nonprofessional care of a dependent family member. The 
main causes of dependence are dementia, followed by other conditions such as cerebro‐
vascular accidents, limb impairment, depression, and vision impairment. Although care 
provided by the caregiver is crucial to the well‐being of the cared person, it can also have 
negative consequences on the caregiver’s emotional state. This chapter aims to describe 
the psychopathological symptoms experienced by caregivers based on the condition of the 
person cared for. A bibliographic search was conducted to examine the effects of care on 
the emotional state of caregivers, distinguishing patients with dementia from those with 
other conditions. Depressive and anxiety symptoms were the most frequent psychopatho‐
logical symptoms, both in caregivers of demented and nondemented patients, experienced 
by caregivers of patients with dementia, cerebrovascular accidents, traumatic brain injury, 
schizophrenia, cancer, amyotrophic lateral sclerosis, and autism spectrum disorder. In 
caregivers of patients with bipolar disorder and vision impairment, depressive symptoms 
were most prominent, whereas anxiety symptoms were common in caregivers of patients 
with spinal cord injuries. Sleep disturbances were found among caregivers of dementia 
and schizophrenia patients. Strategies for preventing psychopathological symptoms were 
provided and the importance of professional support when they occur was pointed out.
Keywords: caregiver, dementia, nondementia, psychopathology, symptoms
1. Introduction
Great discoveries and advances in hygiene, nutrition, medical technology, and social achieve‐
ments have led to a decline in mortality and an increase in life expectancy [1]. In parallel with 
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this increase in life expectancy, there has also been an increase in individuals dependent on 
caregivers, which is associated with both the aging of the population and the rising survival 
rates. In fact, it is estimated that there are around 349 million dependents around the world 
[2] and the proportion of disability‐adjusted life years due to the number of years living with 
a disability increased globally to 31.2% in 2013 [3].
In addition, figures related to dependency are not limited to the person who suffers dependency. 
Individuals with a disability need the assistance and care of another person to carry out most of 
their daily activities. This responsibility usually falls on one of their relatives. Thus, currently more 
than one in 10 adults living in the Organization for Economic Co‐operation and Development 
(OECD) countries is involved in the unpaid care of a dependent family member [4]. In the United 
States, an estimated 43.5 million adults have provided unpaid care to an adult or child with 
disability in the last 12 months [5]. In Europe, it is estimated that there are around 54.5 million 
nonprofessional caregivers [4]. Figure 1 shows the percentages of caregivers by country.
The conditions that can lead a patient to require dependent care are varied, with up to 301 
different diagnoses having been associated with different levels of dependency [3]. Among 
these, the main causes of dependence are, first, dementia, followed by other conditions such 
as cerebrovascular accidents, limb impairment, severe depression, and vision problems [6]. 
Typically, all these conditions require daily caregiver assistance [2].
Although the care provided by the caregiver is crucial to the well‐being of the dependent 
person, it entails great costs and sacrifices for the caregiver in terms of leisure time, self‐
care, family life, money, work, and personal projects, all of which can affect their well‐
being. The impact of caregiving on the emotional state of caregivers is well documented 
[7]. Specifically, it has been found that 10.0% of caregivers have anxiety disorders [8] and 
between 8.9% and 32.0% have a major depressive episode [9, 10], being insomnia or hyper‐
somnia, diminished ability to think or concentrate and depressed mood the most frequent 
symptoms (see Table 1) [10].
Figure 1. Percentage of the population reported to be nonprofessional caregivers. Note: Adapted from Colombo et al. [4]. 
Reproduced with permission.
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It should be noted, however, that much of the information about the mental health of care‐
givers was obtained from studies of caregivers of people with dementia [11]; although more 
recently, there has been recognition that caregivers of patients who have other conditions also 
suffer from adverse effects [12, 13].
The aim of this chapter is to describe the psychopathological symptoms experienced by care‐
givers based on the condition of the person cared for and to compare the symptoms present 
in the caregivers of demented and nondemented patients.
2. Psychopathology of caregivers according to the diagnosis of the person 
being cared for
We reviewed the main psychopathological manifestations of the caregivers found in the 
scientific literature and organized them as a function of the diagnosis of their relatives (see 
Table 2). Specifically, we group them according to whether care is provided to a person with 
dementia or with other conditions.
2.1. Dementia
Dementia is a clinical syndrome that leads to a progressive deterioration of memory, intellect, 
personality, and physical abilities, and has serious consequences for individuals, their fami‐
lies, the health system, and the economy [14], affecting 24.3 million people worldwide [15]. 
Alzheimer’s is the most prevalent form of dementia, with an average survival of 10 years, 
Symptom Presence (%) Absence (%)
1. Depressed mood 84.4 15.6
2. Diminished interest or pleasure 75.6 24.4
3. Significant weight loss or gain 80.0 20.0
4. Insomnia or hypersomnia 93.3 6.7
5. Psychomotor agitation or retardation 77.8 22.2
6. Fatigue or loss of energy 71.1 28.9
7. Feelings of worthlessness or excessive or inappropriate guilt 20.0 80.0
8. Diminished ability to think or concentrate or indecisiveness 91.1 8.9
9. Recurrent thoughts of death, or a suicide attempt, or a specific plan for 
committing suicide
77.8 22.2
Table 1. Clinical symptoms of major depressive episodes in nonprofessional caregivers.
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though this varies depending on the age of onset [14]. As dementia progresses, the affected 
person requires an increasing amount of help [16] and time [17]. In this situation, caregivers 
are essential, and it is expected that the number of caregivers of people with dementia will 
increase significantly in the following decades, as it is estimated that the number of people 
with dementia will reach 75.6 million worldwide in the year 2030 [15].
It is well documented that caregivers of people with dementia experience mental health prob‐
lems to a greater extent than noncaregivers [7]. Most of these caregivers present a high preva‐
lence of elevated symptoms of depression and anxiety [7, 18].
Regarding depressive symptoms, previous research has found that between 27.9% and 
55.0% of caregivers of patients with dementia have elevated depressive symptoms [11]. 
This is not a trivial fact; elevated depressive symptoms are one of the major predictors of 
the development of major depressive disorder [19] and have a mortality risk comparable 
to that of major depressive disorder [20]. In addition, previous research has found that 
between 15.0% and 32.0% of caregivers of patients with dementia meet the diagnostic cri‐
teria for a major depressive episode [21]. Risk factors related to depression in caregivers of 
people with dementia include loneliness, younger age (that the caregiver be under the age 
of 65), low income, being a wife, dedicating a greater number of daily hours to care, the 
patient presenting with behavioral disturbances (particularly angry or aggressive behav‐
ior), and the patient presenting a greater dependence for the basic activities of their daily 
life [22, 23].
In the context of anxiety, between 3.7% and 76.5% of caregivers present symptoms of anxiety 
[18] and between 10.0% and 16.0% suffer from an anxiety disorder [8, 24]. The severity of 
Dependent’s diagnosis Main psychopathological manifestations found in caregivers
Dementia Depressive symptoms, major depressive disorder, anxiety symptoms, anxiety 
disorder, sleep disturbances, insomnia, anticipatory grief
Cerebrovascular accident Depressive symptoms, anxiety symptoms
Traumatic brain injury Depressive symptoms, anxiety symptoms
Bipolar disorder Depressive symptoms
Schizophrenia Depressive symptoms, anxiety symptoms, sleep disturbances, insomnia
Spinal cord injury Anxiety symptoms, burden in the social role and adjustment to the ongoing 
recovery process, negative outcomes on the family system
Vision impairment and blindness Depressive symptoms
Cancer Depressive symptoms, anxiety symptoms, concerns about the future and fear of 
loss and loneliness
Amyotrophic lateral sclerosis Depressive symptoms, anxiety symptoms, anticipatory grief
Autism spectrum disorder Depressive symptoms, anxiety symptoms
Table 2. Main psychopathological manifestations of caregivers according to the diagnosis of the person cared for.
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physical health consequences of the person with dementia and the caregiver’s overload and 
their coping style (escape‐avoidance and confrontation, especially) are factors associated with 
higher levels of anxiety [18].
In addition to these main psychopathological manifestations, it has also been found that two‐
thirds of these caregivers experience some form of sleep disturbance during the course of 
their caregiving career [25] and 41.0% suffer from insomnia [26]. Finally, and although it is 
not a pathological process, given the degenerative nature of dementia, many caregivers come 
to experience what is known as anticipatory grief,1 which generates feelings of denial, anger, 
depression, and finally acceptance of reality. They progressively experience the loss of their 
loved one, even before he or she dies, with the consequent conflict of emotions and the feeling 
of being physically and emotionally exhausted.
2.2. Conditions other than dementia that lead to dependence
2.2.1. Cerebrovascular accident and traumatic brain injury
2.2.1.2. Cerebrovascular accident
A cerebrovascular accident is a neurological condition attributed to acute focal  damage 
of the brain cells due to a vascular cause (a significant decrease in blood flow in the 
brain or bleeding), also known as a stroke. In 2010 alone, 16.9 million people worldwide 
 suffered a first stroke and 33 million people who have previously had a stroke were still 
alive [28].
In many cases, a cerebrovascular accident occurs in an instant and involves a permanent life 
change. Cognitive, behavioral, and personality changes can occur, and as a result, their auton‐
omy can be limited or totally reduced. This can have a huge impact on the family, as it is likely 
they will be the main caregivers once the patient leaves the hospital [29].
Previous research has found that 55.0% of caregivers of people who have suffered a stroke 
have significant emotional distress [30], which manifests primarily as symptoms of depres‐
sion and anxiety. In fact, between 18.8% and 33.0% of caregivers of people who suffered a car‐
diovascular accident were found to have clinically significant depressive symptoms [12, 31]. 
The depression of the caregiver was associated with the severity of the stroke, with the best 
predictor being the caregiver’s depression in the acute phase of the illness and the patient’s 
anxiety and depression [12, 31].
Furthermore, it was found that around 31.1% of stroke patient caregivers experienced elevated 
anxiety symptoms [31]. The predictors of anxiety among caregivers were anxiety, depression, 
and cognitive impairment of the patient [31].
1Anticipatory grief. This term refers to the mourning that takes place before the actual loss of a loved one. It occurs in those 
cases where the death of a loved one is an outcome that is already known (due, for example, to a terminal or degenerative 
disease). During this period of anticipation, the potential survivor begins the tasks of mourning and begins to experience 
different emotional responses before the death of the loved one [27].
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2.2.1.2. Traumatic brain injury
Traumatic brain injuries are another condition in which damage occurs in the brain, typically 
as a result of an external force (such as falls, vehicle collisions, or violence). The overall esti‐
mated incidence rate of traumatic brain injury is 262 per 100,000 populations in Europe [32], 
and in 2010, it was 824 per 100,000 populations in the United States [33]. It can result in an 
alteration of the individual’s cognitive, physical, and/or emotional abilities. Thus, it can affect 
the emotional state of the caregiver.
It has been found that between 37.0% and 60.0% of caregivers of people with traumatic brain 
injury have clinically significant symptoms of depression [34, 35] and 39.0% of these caregiv‐
ers experience elevated anxiety symptoms [35].
Two variables frequently studied in caregivers of people with traumatic brain injury are the 
behavioral and personality changes that occur in the patient and the effected family changes 
as a result of the caregiving situation. Regarding the behavioral and personality changes, 
relationships between the patient’s disruptive behaviors and mental health indicators in care‐
givers have been found, but this relationship may be mediated by the caregiver’s beliefs about 
these changes [36]. For example, believing that the behavior was under the control of the 
person with traumatic brain injury and/or was motivated by hostile intentions was associated 
with more depression, but less stress. This was because the perception that the other person is 
in control of their behavior gave the caregiver more confidence in their own ability to control 
the behavior through persuasion. Another affected variable is the family unit [35]. This is an 
important factor to bear in mind since it has been suggested that having family support may 
be one of the most effective variables in reducing depressive symptoms [37] and is related to 
improved well‐being and general health [38].
2.2.2. Severe mental disorders
The importance of family in the care of people with severe mental illness has grown due to 
the deinstitutionalization of psychiatric patients [39]. However, providing care to a family 
member with a severe mental disorder is an overwhelming experience for the caregiver.
Caregivers of people with severe mental illness often exhibit depressive symptomatology, 
and care‐related burden contributes significantly to such symptomatology [40]. Further 
aggravating the prevalence of depressive symptomatology, social support of the caregivers 
may decrease due to the social stigma associated with severe mental illness [40].
The two types of serious mental disorders that have received the most attention are bipolar dis‐
order and schizophrenia. Severe depression is also considered a major cause of dependency and 
a condition requiring daily care [2, 6]. However, to the best of our knowledge, no studies have 
been done on the emotional consequences of caring for a family member with severe depression.
2.2.2.1. Bipolar disorder
Bipolar disorder is characterized by unusual changes in mood (euphoria vs. depression), 
energy, activity level, and ability to perform daily tasks. The life prevalence of this disorder in 
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caregivers is around 3.9% [41]. It can be especially stressful because of its chronic and cyclical 
nature. Caregivers may be concerned about future mood swings and about the likelihood of 
suicide [42].
Caregivers of patients with bipolar disorder experience more psychiatric symptoms, espe‐
cially depression [42]. Specifically, it has been found that between 24.0% and 38.0% of caregiv‐
ers of people with bipolar disorder present clinically significant depressive symptoms [43].
Given the variable course of the patient's illness, it is important to establish whether care‐
givers experience symptoms during subsyndromic phases and whether the severity of the 
patient’s symptoms impacts the caregiver’s symptoms [42]. However, some previous research 
has not found a significant association between the clinical state of the patient and the depres‐
sive symptoms of the caregiver [44]. In addition, the perceived stigma of the caregiver has 
been identified as significantly related to depression, which may reduce their coping effec‐
tiveness [44].
2.2.2.2. Schizophrenia
Schizophrenia is a severe mental disorder, characterized by profound disruptions in thinking, 
affecting language, perception, the sense of self, and the patient’s ability to engage in day‐to‐
day activities. It is estimated that schizophrenia affects 21 million people in the world [45]. 
Caregiving of a patient with schizophrenia involves assisting patients in daily tasks, which 
may disrupt caregiver behavior and their daily routine, among others [46].
Gupta et al. [13] conducted a study to examine the health status of caregivers of patients with 
schizophrenia compared to noncaregivers and caregivers of adults with other conditions. 
There were 398 schizophrenia caregivers, 158,989 noncaregivers, and 14,341 caregivers of 
other conditions from five European countries (France, Germany, Italy, Spain, and the United 
Kingdom); all were matched on baseline characteristics. Comparing the caregivers of people 
with schizophrenia and noncaregivers, it was found that caregivers presented a significantly 
higher proportion of difficulties sleeping (42.7% vs. 28.5%), insomnia (32.4% vs. 18.5%), anxi‐
ety (37.9% vs. 23.6%), and depression (29.4% vs. 19.4%). Comparing schizophrenia caregivers 
and other caregivers, schizophrenia caregivers were more likely to experience sleep difficul‐
ties (42.7% vs. 32.8%), insomnia (32.4% vs. 22.0%), and anxiety (37.9%).
2.2.3. Spinal cord injury
A spinal cord injury is damage to the spinal cord; it causes changes in its function, either tem‐
porarily or permanently. These changes translate into loss of muscle function below the level 
of the lesion. Depending on the location and severity of damage along the spinal cord, the 
symptoms can vary widely, from pain or numbness to paralysis. The prognosis also ranges 
widely from full recovery to permanent tetraplegia (also called quadriplegia) in injuries at the 
level of the neck and paraplegia.
Caregivers of people with a spinal cord injury have to provide care in the basic daily life 
activities and as a result, the quality of their own life may be affected. However, research on 
psychopathological manifestations in caregivers of people with spinal cord injury is scarce 
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though one study found caregivers of patients with a spinal cord injury to present more stress 
than noncaregivers [47]. Caregivers also experience significant burden, especially in the social 
role functioning and adjustment to the ongoing recovery process [48]. Likewise, in caregivers 
who are married to the patient when the spinal cord injury occurs, more negative outcomes 
on the family system have been reported [49].
2.2.4. Vision impairment and blindness
Vision impairment is a decrease in the ability to see to the point where glasses cannot treat 
the impairment. It is often defined as the best corrected visual acuity worse than 20/40 or 
20/60. The term blindness is used for the complete loss of vision. The most common causes 
of vision impairment are refractory errors, cataracts and glaucoma, macular degeneration, 
or diabetic retinopathy. It is estimated that in 2012, there were 285 million visually impaired 
people worldwide, with 246 million having low vision and 39 million being blind [50]. These 
problems can cause difficulties in daily activities, such as driving, reading, socializing, or 
walking. Thus, it is important to receive care and support from a loved one.
Despite their prevalence, little research has been conducted on the psychopathological mani‐
festations of the caregivers of people with vision impairments. The only manifestation stud‐
ied was depression, finding that between 3.8% and 16.0% of the caregivers of people with 
low vision and between 9.2% and 48.0% of the caregivers of totally blind people presented 
clinically significant depressive symptoms [51, 52].
Related variables for depression in caregivers were being a woman, daily hours required for 
close supervision of the patient, intensity of care‐giving, low household income, being the 
parent of a blind adult child, and being caregivers of patients who have not completed vision 
rehabilitation programs [51, 52].
2.2.5. Cancer
Cancer is characterized by the rapid creation of abnormal cells that grow beyond their usual 
boundaries and then invade adjoining parts of the body and spread to other organs. According 
to data from the World Health Organization [53], cancer is the second leading cause of death 
in the world, causing 1 in 6 deaths. In addition, its economic impact is $1.16 trillion per year 
and this is expected to continue increasing.
The diagnosis of cancer is a traumatic event that has a significant impact in the patients and 
their families [54, 55]. In addition, recent advances in the treatment of cancer have resulted in 
shorter periods of hospitalization and the dispensing of treatment using medical devices in 
their homes. As a result, patients have become more chronic patients who spend more time at 
home, resulting in more caregiving tasks being placed on caregivers [55].
Elevated levels of anxiety and depression have been found in caregivers of cancer patients [56], 
including higher levels of anxiety than depression. In the palliative phases, Grov et al. [57] 
found that anxiety levels were significantly higher in these caregivers than in noncaregiver 
normative pairs. In contrast, they found no significant differences in depression. The authors 
suggest that the elevated levels of anxiety may be related to concerns about the future and fear 
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of loss and loneliness, issues of special relevance to impending death. However, the quality 
of life and anxiety do not differ significantly between caregivers in the palliative and curative 
stages of the disease, suggesting that both phases are equally stressful and challenging [58] 
and always include a concern about the future. However, in another study [59], clinically 
significant levels of depressive symptomatology were found, which did not change markedly 
over time of the disease.
2.2.6. Amyotrophic lateral sclerosis (ALS)
Amyotrophic lateral sclerosis (ALS) is a neuromuscular degenerative disease with a late‐onset 
fatal prognosis, whose incidence rate is 2.16 per 100,000 person‐years in Europe [60] and 5 per 
100,000 for 2013 in the USA [61]. Life expectancy since diagnosis is usually about 3–5 years 
and the age of onset is between 50 and 65 years [62]. Patients with ALS need increasing atten‐
tion in all daily life activities because as the disease progresses, their ability to write or speak 
decreases, as well as the ability to complete daily life tasks, and the demands for attention 
from their caregivers are progressively greater.
Depressive and anxiety symptoms have been found among caregivers of patients with 
ALS [63]. More specifically, it has been found that between 13.0% and 61.0% had moderate to 
severe levels of depression and about 16.0% take medication for depression [63–65]. However, 
caregivers may be actually experiencing anticipated grief and pain for the future loss than a 
typical situation of care, characterized by progressive but prolonged deterioration over time. 
In fact, in these cases, mutual support between patient and caregiver takes on an essential 
role, rather than a unilateral benefit that may exist in other care relationships [63].
In addition, between 16.0% and 75.6% demonstrated moderate to severe levels of anxiety [66, 67], 
with the anxiety traits of the caregiver being the best predictors of state anxiety [67].
2.2.7. Autism and autism spectrum disorders
Autism is a neurodevelopmental disorder characterized by difficulties in social interaction 
and communication and by repetitive behaviors [68]. It is estimated that 62 out of every 10,000 
people in the world suffer from an autism spectrum disorder [69].
Due to the early age of onset of autism (i.e., early childhood), the main caregivers are usually 
the parents. The caregivers face the symptoms of the disorder and behavior problems [70] and 
other secondary difficulties such as social stigma and lack of understanding of the disease. In 
fact, anxiety and depression scores were higher in parents of children with autism spectrum 
disorders than in parents of children with normal development [68]. A meta‐analysis found 
that mothers of children with developmental disorders, including autism spectrum disorder, 
had significantly more depressive symptoms than mothers with problem‐free children, with 
an effect size of 0.39 [71]. When analyzing the long‐term effects, Barker et al. [70] found that 
after 10 years of follow‐up, there were no significant changes in depressive symptomatology, 
though anxiety did decrease.
Behavioral problems are one of the most important predictors of parental stress, along with 
obedience/tranquility and self‐isolation/ritualism [72].
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2.3. Comparison of psychopathological symptoms among caregivers of patients with 
dementia and without dementia
Previous research has suggested that caring for a person with dementia is more difficult and 
burdensome than caring for people with other conditions. There are several reasons why 
caregivers of people with dementia may be at increased risk for these adverse effects. On 
the one hand, they are exposed to difficult disruptive behaviors, cognitive impairment, and 
affective losses characteristic of the progression of dementia. On the other hand, patients with 
dementia require more supervision, express less gratitude for the help they receive, are more 
likely to be depressed, and may present with aggressiveness and personality changes [73, 74]. 
However, there are few studies that have compared the consequences on the emotional state 
of the caregivers of people with dementia with those of caregivers of dependent people with‐
out dementia, and the results have been contradictory.
Clipp and George [75] compared caregiver spouses of patients with dementia and cancer 
patients. They found that caregivers of patients with dementia had significantly greater stress, 
burden, and negative affect compared with caregivers of people with cancer. Furthermore, 
Ory et al. [76] found that caring for a person with dementia has more adverse effects than car‐
ing for a person with another condition, in terms of physical and emotional strain, physical 
and mental problems, time for leisure, and family conflict.
However, Crespo et al. [77] found no evidence that caregivers of people with dementia had a 
poorer emotional state (evaluated as depressive and anxiety symptoms) than those who cared 
for dependent relatives without dementia. Moreover, Papastavrou et al. [78] reported that 
caregivers of people with cancer were more depressed compared with caregivers of schizo‐
phrenia and of people with dementia, whereas caregivers of people with dementia reported 
the highest levels of burden. Finally, Loi et al. [79] found higher levels of depressive symp‐
tomatology and burden in caregivers of people with physical disabilities (fragility and vision 
difficulties) than in caregivers of people with dementia.
3. Strategies for preventing psychopathological symptoms
Regardless of the condition of the person cared for, caregivers may consider the following 
strategies to take care of their own well‐being and prevent the onset of psychopathological 
symptoms [80, 81]
• Finding information on the disease of the family member cared for. It will allow the caregiver to 
better understand their behaviors and moods.
• Asking for and accepting help. It is important that caregivers do not wait until they feel over‐
whelmed to ask for help. They should try to get as many family members involved in 
caregiving as possible. The caregiver could prepare a list of simple tasks that others could 
help him/her with, and let the helper choose what he or she would like to do. For instance, 
one person might be willing to take the person cared for on a walk a couple of times a week, 
and someone else might offer to pick up groceries.
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• Maintaining personal relationships. Caregivers should try to stay well connected with family 
and friends who can offer nonjudgmental emotional support. If it is difficult for them to 
leave home, they could invite a relative to visit them or phone some friend.
• Setting realistic goals. Caregivers can break large tasks into smaller steps that they can do 
one at a time. It is important to prioritize and focus on the things they can control.
• Taking time for himself/herself. Caregivers are encouraged to participate in pleasant activities 
that allow them to relax and have fun, such as reading a book, going to a movie, or taking 
a warm bath.
• Reducing personal stress. Caregivers can learn to recognize warning signs such as irritability 
or forgetfulness, identify sources of stress, distinguish what can and cannot change, and 
take some action to reduce stress. Stress reducers can be simple activities like gardening or 
having coffee with a friend. Relaxation and meditation can also help.
• Staying positive. Trying to look at the positive side of situations. Caregiving allows to make 
a difference in our loved one’s life by making him/her feel more comfortable, safe, and 
loved. Caregiving might also have spiritual meaning. These deep, meaningful motivations 
can help sustain the caregivers through difficult times.
• Taking care of personal health. It is recommended that caregivers meet their own healthcare 
needs, which include establishing a good sleep routine and proper nutrition with healthy 
foods and plenty of water. Exercise regularly, for example, going for a walk twice a week.
4. Professional support when psychopathological symptoms occur
When the above is not enough and psychopathological symptoms occur, it is better to seek 
professional help from a psychologist or a psychiatrist. There are several psychological inter‐
ventions that have demonstrated efficacy in decreasing depressive and anxiety symptoms 
[82, 83]. Cognitive‐behavioral interventions are more effective in reducing depressive symp‐
toms, group interventions are more effective in increasing social support and respite services 
are recommended for sleep problems [82, 83].
In addition, it is recommended to ask the professional as soon as possible, in order to act 
early, before mental illness develops, and thus avoid personal suffering. A few sessions might 
be enough. In fact, Otero et al. [84] found significant differences between a problem‐solv‐
ing intervention lasting only five sessions and a usual care control group in the reduction of 
depressive symptomatology (d = 1.33) and the onset of new cases of depression at 12‐month 
follow‐up (10.1% vs. 25.0%). In another study, Vázquez et al. [85] found significant differences 
between a five‐session cognitive‐behavioral intervention and a usual care control group in 
the reduction of depressive symptomatology (d = 1.33) and the incidence of depression (3.4% 
vs. 22.0%) at 12‐month follow‐up (see Figure 2). Both interventions were effective regardless 
of the condition of the person cared for [86, 87]; those changes in depressive symptomatology 
were also clinically significant [88] and homework tasks played a fundamental role in the 
reduction of depressive symptomatology [89].
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Caregivers may delay seeking professional health because of certain accessibility barriers 
including lack of time, not having someone to take over care during their absence, transpor‐
tation problems, or stigma. For these cases, the efficacy of telephone‐administered psycho‐
logical interventions, that would allow caregivers to be treated for their psychopathological 
symptoms without the need to leave their home, is being studied. Thus, in a pilot study, 
Vázquez et al. [90] compared a cognitive‐behavioral intervention via conference call, a behav‐
ioral activation intervention via conference call and a control group receiving usual care. 
They found that at post‐treatment, depressive symptoms were significantly reduced in both 
intervention groups compared with the control group (d = 2.18 and d = 2.06) and there was a 
lower incidence of depression in the cognitive‐behavioral group and the behavioral activation 
group when compared with the control group (0.0% for both interventions vs. 10.5% for the 
control group).
5. Conclusion
It is well documented that the burden of care assumed by nonprofessiona caregivers has neg‐
ative consequences on their emotional well‐being. Depressive and anxiety symptoms have 
been the most explored variables. Studies have found high levels of depressive and anxious 
symptomatology in all types of caregivers, regardless of the diagnosis of the dependent per‐
son (demented and nondemented patients). Depressive and anxiety symptoms were expe‐
rienced by caregivers of patients with dementia, cerebrovascular accidents, traumatic brain 
injury, schizophrenia, cancer, ALS, autism, and autism spectrum disorder. Sleep disturbances 
were found in caregivers of dementia and schizophrenia patients. Only depressive symp‐
toms were found in caregivers of bipolar disorder and vision impairment, while only anxiety 
symptoms were found in caregivers of spinal cord injury patients. Therefore, it is recom‐
mended that clinicians be prepared to evaluate and treat these symptoms in caregivers using 
psychological interventions with proven efficacy for the treatment of depressive and anxious 
symptoms in caregivers [84, 85].
There is no doubt that all the conditions that cause a situation of dependence result in stressors 
and demand that the caregiver must confront. However, the type of illness of the dependent 
Figure 2. Depressive symptoms as a function of time in the two interventions from the studies by Otero et al. and 
Vázquez et al.
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person could be only one of the determining factors of the psychopathological manifestations 
in the caregivers. One possible explanation for these findings is that the effects of being a 
caregiver on mental health also depend on many other factors, both related to the care situa‐
tion and the resources available to the caregiver (e.g., socioeconomic level) as well as the psy‐
chological resources available to the caregiver (e.g., coping style, the caregiver’s beliefs about 
the problems of the dependent person, social support, or family conflict). Nonprofessional 
caregivers are a heterogeneous population with different profiles of psychopathological risk, 
as they vary in their exposure to the demands of care, in the style of coping with them, and in 
the resources they have at their disposal.
These findings must be interpreted taking into account certain limitations. Most of the work 
has focused on specific populations of caregivers and methodological limitations, and het‐
erogeneity between studies makes comparisons difficult: the instruments used have been 
diverse; small samples make it difficult to generalize results; some studies have selected the 
participants according to different sociodemographic characteristics. There are few compara‐
tive studies among caregivers of people with dementia and without dementia. Finally, the 
cross‐sectional nature of these studies prevents establishing cause‐effect relationships.
Future research could analyze the specific contribution of each of the factors to the occurrence 
of depressive and anxiety symptoms in the caregiver population. The number of caregivers is 
expected to increase significantly in the coming decades, with as many as 613 million people 
needing care around the world by the year 2050 [2]. Thus, a better understanding of these vari‐
ables would make it possible to ascertain the specific needs of caregivers and offer interventions 
that meet their needs. In fact, Zarit and Femia [91] recommended that psychological interven‐
tions not be applied to all caregivers indiscriminately, but that a selection of participants be made 
based on the risk factors to which they are exposed. Studies that have used this approach [80, 81] 
have achieved significant reductions in psychopathological symptoms such as depression and 
made strides in the prevention of the occurrence of mental disorders such as depression.
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